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Abstract
Traditional acupuncture (TA) and ear acupuncture (EA) are used for treatment of 
headache, trigeminal neuralgia, and retro-auricular pain. The purpose of this study 
is to develop effective treatment using combined acupuncture (CA) which consists 
of TA and EA and to set clinical protocols for future trials. Participants were divided 
into TA (n = 15) control and CA (n = 34) experimental groups. Obligatory points among 
Korean Five Element Acupuncture and optional individual points along with symptom 
points were used in the TA group. The CA group was exposed to ear points of Fossion 
and TA. Acupuncture treatment consisted of six mandatory sessions per patient over 
3 weeks and extended to 12 sessions. Pain was assessed using the visual analogue 
scale. We compared TA to CA and researched their relevant publications. No signifi-
cant difference was observed between the two groups (p = 0.968) which showed pain-
alleviating tendency. Pain alleviation was significantly different after the fifth and 
sixth sessions (p = 0.021, p = 0.025), with headache being the most significantly 
relieved (F = 4.399, p = 0.018) among the diseases. When assessing pain intensity, both 
the Headache Impact Test and the Migraine Disability Assessment Scale should be 
adopted for headache and the fractal electroencephalography method be used in 
pain diseases. In the future, studies should consist of TA, EA, and CA groups; each 
group having 20 patients. Treatment number should to be no less than 10 sessions. 
Korean Five Element Acupuncture should be a compulsory inclusion along with indi-
vidual points being optional inclusion in TA. EA could be selected from Nogier, Fossion 
and so forth. In conclusion, acupuncture treatment, whether TA or CA, showed pain 
alleviation in headache, trigeminal neuralgia, and retro-auricular pain, but no signifi-
cant difference was seen between groups. Prospective, well-controlled, and relevant 
protocols using multimodal strategies to define the role of TA, EA, and CA are needed.
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1.  Introduction
In oriental medicine, traditional acupuncture (TA) 
has generally been used to treat headache (tension-
type, migraine, and cluster), trigeminal neuralgia 
(TN), and retro-auricular pain (RAP) in facial palsy 
[1−3], but the available evidence for acupuncture 
management remains contradictory and controver-
sial from a biomedicine viewpoint [4].
Headache can be classified into three categories 
of the Yang channel, TaiYang, ShaoYang, and YangMing 
and one category of the Yin channel, JueYin, to-
gether with TN categorized into YangMing channel 
and RAP categorized into ShaoYang channel from 
the viewpoints of meridian diagnoses [1,5]. Migraine, 
tension-type headache, and TN are mostly due to 
disturbances in the function of the trigeminal nerve 
[6], but RAP in facial palsy is due to referral of disor-
ders of the facial nerve [7].
Ear acupuncture [EA] which has forms such as 
Nogier and 3-phase has been widely used to treat 
the above-mentioned diseases [8−18]. Dr. Fossion of 
Belgium recently proposed ear points based on ear 
projections from Penfield’s theory to treat head-
ache, migraine, and trigeminal neuralgia. Moreover, 
these points are applied for RAP in facial palsy as 
well because from a channel perspective, RAP be-
longs to the Gallbladder ShaoYang.
Given the controversy surrounding the use of 
acupuncture for the treatment of pain syndromes 
related to the above-mentioned diseases, this study 
aimed to develop effective treatment using com-
bined acupuncture (CA), which consists of TA and 
EA, and to also set clinical protocols for future trials. 
We used Korean Five-Element acupuncture points 
[19], and individual effective acupoints covering 
local, distal, and Ah-Shi points in TA. Fossion’s EA 
points were also used in combined acupuncture (CA) 
which consisted of TA and EA. The efficacy of these 
two treatment protocols was then compared. We 
also describe a protocol for future headache trials 
which was determined through the investigation of 
related publications.
2. Methods and Design
2.1. Design
This study is a randomized controlled trial compar-
ing a TA group with CA group, which consists of TA 
and EA treatments. The trial was performed in the 
Department of Acupuncture and Moxibustion, 
Oriental Hospital, Oriental College, Dongeui Uni-
versity, Busan, Korea from August 1, 2009 to March 
13, 2010. We also reviewed 52 books and journals 
ranging from Acupuncture by Gabriel Stux to the 
Proceedings and Abstract Book of ICMART 2010 
published in English.
2.2. Patients
Forty-nine patients were selected according to the 
inclusion and exclusion criteria below. Patients were 
asked a detailed history and baseline data were col-
lected. Baseline data included age, sex, previous 
treatments, pain intensity of headache, TN, and RAP 
using the visual analogue scale (VAS), where pain 
is rated on a scale from zero (no pain) to 10 (most 
severe pain).
In TA, there are no existing acupuncture-point 
selection rules corresponding directly to the enti-
ties in the West known as headache, migraine, TN, 
and RAP in facial palsy. Instead, particular disease 
patterns are classified for TA as belonging to the 
affected regions of the head, the face, and the cor-
responding acupuncture meridian. In the literature, 
we identified four regions of the head, ShaoYang, 
TaiYang, YangMing, JueYin, which were applied to the 
categories of headache, migraine, TN, and RAP in 
Bell’s palsy.
2.3. Inclusion criteria
The inclusion criteria for this study into headache 
and migraine are according to the International 
Classification of Headache Society (ICHS) [20] ex-
cept that this trial has no age limit (older than 18) 
because TN and RAP in Bell’s palsy have been in-
cluded regardless of age. The main inclusion crite-
ria for headache and migraine were age older than 
18 years, between two and six migraine attacks in 
the past 4 weeks, first migraine attack before the 
age of 50 years, migraine diagnosis at least 26 weeks 
before study entry, and duration of migraine attacks 
from 4 hours to 72 hours without acute medication 
or at least 2 hours with acute medication. Addi-
tionally patients had to have at least one of the 
following: nausea, vomiting, photophobia, or phono-
phobia. In this study, we excluded patients with 
tumors, stroke, or severe pain syndromes of the cer-
vical spine. TN, the most frequent disorder of the 
fifth cranial nerve, consists of brief paroxysms of 
stabbing pain in a distribution of the mandibular or 
maxillary divisions of this nerve. A characteristic fea-
ture of the pain is its initiation by even trivial tac-
tile stimuli to “trigger zones,” the face, lips, or gums, 
or by the movement of these parts in chewing, talk-
ing, shaving and so on. Sometimes the trigeminal 
nerve root is found to be compressed by a small 
tortuous branch of the basilar artery [21].
Bell’s palsy is the most common disorder of the 
facial nerve with all muscles of facial expression on 
one side being weakened or paralyzed [21]. Patients 
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Table 1 The Korea Five Element Acupuncture points of tonification for deficiency and sedation for excess
 Deficiency (tonification)  Excess (sedation)
Meridian
 Tonify Sedate Tonify Sedate
Lung SP3 LU9 HT8 LU10 HT8 LU10 KI10 LU5
Large intestine ST36 LI11 SI5 LI5 SI5 LI5 BL66 LI2
Stomach SI5 ST41 GB41 ST43 GH41 ST43 LI1 ST45
Spleen HT8 SP2 LR1 SP1 LR1 SP1 LU8 SP5
Heart LR1 HT9 KI19 HT3 KI19 HT3 SP3 HT7
Small intestine GB41 SI3 BL66 SI2 BL66 SI2 ST36 SI8
Bladder  LI1 BL67 ST36 BL54 ST36 BL54 GB41 BL65
Kidney LU8 KI7 SP3 KI3 SP3 KI3 LR1 KI1
Pericardium LR1 PC9 KI10 PC3 KI10 PC3 SP3 PC7
Triple energizer GB41 TE3 BL66 TE2 BL66 TE2 ST36 TE10
Gall BL66 GB43 LI1 GB44 LI1 GB44 SI5 GB38
Liver KI10 LR8 LU8 LR4 LU8 LR4 HT8 LR2
with RAP experience difficulties as pain control can 
be somewhat less than effective.
In this study, patients suffering TN without any 
comorbidities and patients with RAP in Bell’s palsy 
who have been suffering for more than 2 weeks have 
been included. An explanation of the acupuncture 
technique was given to all participants.
2.4. Interventions
TA was based on the records in ancient and modern 
acupuncture books as well as research results of 
modern papers investigating the treatment of head-
ache, migraine, TN, and RAP in facial palsy. Auricu-
lotherapy used the Fossion’s points based on Penfield 
projection.
Based on the theory of meridian channels, head-
ache pertains to three Yang meridians, i.e., YangMing 
Stomach, ShaoYang Gallbladder, and TaiYang Bladder, 
as well as one Yin meridian, i.e., JueYin Liver me-
ridian. In contrast, migraine and RAP in Bell’s palsy 
pertain to ShaoYang Gallbladder while TN relates 
to Yang Ming Stomach.
Korean Five-Element acupuncture were applied 
as obligatory treatment, while effective points for 
the ailments and Ah-Shi (locus dolendi) points were 
applied as supplementary individual treatments.
There are a variety of auriculotherapies, such 
as Nogier and the 3-phase system [8−18]. However, 
auriculotherapy based on Penfield’s projection has 
been intensively studied by Dr Fossion. According 
to the Fossion’s theory, the ear points for headache, 
migraine, and TN are mainly connected with the 
trigeminal nerve. We approached RAP in facial palsy 
from the perspective of the ShaoYang Gallbladder 
circulation and used the Fossion’s points for RAP 
on this basis [11]. Pain around the ear in facial 
palsy is referred pain from the stimulation of nervi 
nervorum dominating the facial nerve trunk, which 
can then be transmitted to the trigemino-cervical 
nuclear complex.
2.5. Diagnosis prior to treatment
Diagnosis according to Western Medicine as well as 
oriental medicine was made before patients were 
enrolled in the study and randomized into groups. 
Oriental medicine diagnosis included identifying one 
or more painful areas of the head. This clarification 
would help to identify the appropriate Ah-Shi and 
the adjacent and distal points with respect to the 
affected meridians. Lastly, the diagnosis of pattern 
differentiation is decided depending on the syn-
drome, pulse diagnosis, and affected meridian.
2.6. Control group
The TA points included obligatory points and individ-
ual points. The obligatory points were chosen accord-
ing to the defined point-selection algorithms shown 
in Table 1 and were needled in accordance with di-
agnosis of the differential pattern. Individual points 
were Ah-Shi points (tender points), local points, and 
distal points according to the affected channel, as 
well as energetic points derived from the oriental 
medicine syndromes and symptomatic points.
2.6.1. Obligatory points
Obligatory points were selected after diagnosis of 
differential patterns [19]. If the differential diag-
nosis of headache was due to deficiency of the 
stomach channel, points were selected for stomach 
deficiency, but if headache was due to excess of the 
stomach channel, points were selected for stomach 
excess. Painful diseases are caused by interruptions 
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of surface energy due to stagnation and irregularity 
of meridians, manifesting with the main symptom of 
pain along the circulation pathway. The diagnostic 
procedure used to determine root treatment of 
painful diseases such as headache, TN, RAP in Bell’s 
palsy, and musculoskeletal illnesses is as follows. 
First, pulse was taken to decide deficiency or excess 
depending upon the intensity of pulse strength. If 
the overall six pulses were generally weaker, we di-
agnosed the pain symptom as a deficiency. An excess 
was diagnosed if the overall six pulses were gener-
ally stronger. Second, if the pulse was taken with 
little pressure, a problem with the Yang organs was 
diagnosed. If the pulse was taken using greater pres-
sure, an issue was present in the Yin organs. In pain 
illnesses, most cases belong to Yang organs. Third, 
we asked patients whether they were experiencing 
any other symptoms, except pain, to gain a basis for 
individual treatment. Following this a final decision 
was made as to whether the patient was experi-
encing either deficiency or excess.
2.6.1.1. Treatment for deficiencies
Needle 1: Tonify the deficient meridian at its 
mother (tonification) point. With a Lung 
deficiency, tonify the Earth point of the 
Lung, Lung 6.
Needle 2: Tonify the master point on the Mother 
Element. The Mother of Metal is Earth; 
hence, the Mother of Lung is Spleen and 
the master (Earth) point of the Spleen 
(Earth), namely Spleen 3, should be 
tonified.
Needle 3: Sedate the Controller Element on the af-
fected meridian. The Controller of Metal 
is Fire, so the Fire point on the affected 
meridian, the Lung or Lung 10, should 
be selected.
Needle 4: Sedate the master point on the Control-
ler Element. The Controller Element is 
Fire, hence the Controller of lung is Heart. 
The master (Fire) point on the Heart 
(Fire), namely Heart 8, should be sedated.
To summarize, the principles for deficiency 
conditions are as follows:
− tonify using the first two needles;
− tonify the Mother Element point on the affected 
meridian;
− tonify the master point on the Mother Element 
itself;
− sedate the second two needles;
− sedate the Controller Element point on the af-
fected meridian;
− sedate the master point on the Controller 
Element.
For example, if the stomach is believed to be 
underactive, the following meridians are treated: 
(1) Fire tonification: stomach meridian-Fire point 
ST41, small intestine meridian-Fire point SI5; (2) 
Wood sedation: stomach meridian-Wood point 
ST43, gallbladder meridian-Wood point GB41 
(Table 1). The other meridians follow the same 
rule, as described above.
2.6.1.2. Treatment for excesses
Needle 1: Sedate the Child Element point on the 
affected meridian. For Spleen Excess, the 
Metal (Child) point of the Spleen, sedation 
point Spleen 5, should be sedated.
Needle 2: Sedate the master on the Child merid-
ian. The Child of Spleen is Lung. The mas-
ter (Metal) point of the Lung, Lung 8, 
should be sedated.
Needle 3: Tonify the Controller Element on the af-
fected meridian. The Controller of Earth 
is Wood and thus the Wood point on the 
Spleen (Earth) meridian, Spleen 1, should 
be tonified.
Needle 4: Tonify the master point on the Control-
ler. The Controller is Liver (Wood) and 
thus the master (Wood) point on the 
Liver, namely Liver 1, should be tonified.
To summarize, the principles for excess condi-
tions are as follows:
− sedate using the first two needles;
− sedate the Child Element (sedation) point on 
the affected meridian;
− sedate the master point on the Child meridian;
− tonify with the second two needles;
− tonify the Controller Element on the affected 
meridian;
− tonify the master point on the Controller 
meridian.
For example, if the stomach is believed to be 
overactive, the following meridians are treated: 
(1) The stomach meridian belongs to the element of 
Earth and should be sedated by sedation at the 
Metal point, which is ST45, of its own meridian in 
accordance with the mother-son (creative cycle of 
the Five Elements) law. Metal is the son of Earth. 
Also, the Metal point of the large intestine, LI1, the 
son meridian of the stomach meridian should be se-
dated. (2) The gallbladder meridian is opposed to the 
stomach meridian by the destructive cycle of the 
law of the Five Elements (the governor meridian). 
This meridian should be tonified at its Wood point, 
GB41, to destroy the overactive element of Earth. 
Also, the stomach meridian should be tonified at its 
Wood point, ST43, to destroy the element of Earth 
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within the self meridian (Table 1). The other me-
ridians follow the same rule described above.
2.6.2. Individual points
A maximum of four Ah-Shi points had to be added, 
insofar as these could be detected. Depending on 
the result of the oriental medicine diagnosis, these 
points would be supplemented by 2 to 5 point 
combinations from lines 1 to 15, thus adding points 
as shown in Table 2. Except for the Ah-Shi points, a 
bilateral de qi, a sensation of heat, tingling, or pres-
sure around the needles accomplished by manual 
stimulation only and reported by the patient, had 
to be elicited at all points. Moxibustion, electrical 
stimulation, or cupping was not allowed. Only ster-
ile, stainless steel, single-use needles were used 
(DONGBANGMED, Seoul, Korea). Needle gauge was 
0.25−0.30 mm, length was 20−40 mm, and the depth 
of insertion was 4−30 mm, depending on the loca-
tion of the needle. For the face, only 0.15 mm nee-
dles were allowed. A minimum of 15 and a maximum 
of 25 needles per session could be given. Patients 
were treated lying supine in calm, secluded rooms. 
Sessions lasted 20 minutes. The needles had to be 
stimulated two to three times during a treatment 
session to achieve repeated de qi.
2.6.3. Treatment number and duration
In Germany, the majority of national and interna-
tional experts support 15 treatment sessions though 
there is no recommended number [5]. Only Ezzo 
et al [22] found that more than six treatments yields 
better results than less than six treatments. In the 
absence of clear evidence of the number of treat-
ments needed, a compromise between expert’s 
opinion and the economic concerns of the Belgian 
health insurance, which covers five treatments, 
was established. All patients received six acupunc-
ture treatments over 3 weeks, preferably two ses-
sions per week, with an interval of at least 1 day 
between sessions.
Before every treatment course, patients were 
questioned over their degree of pain intensity using 
the VAS. The maximum acupuncture treatments, up 
to 12 sessions over 6 weeks, were optionally per-
formed to obtain general satisfaction and the proper 
number of acupuncture treatments for these dis-
eases. TA treatment consisted of six sessions of 20 
minute duration over a period of 3 weeks and with 
optional follow up treatments, up to 12 sessions 
over 6 weeks. Acupuncture treatment was semi-
standardized. All patients were treated at obligatory 
points depending upon affected meridians. Additional 
individual points could be chosen according to patient 
symptoms. Sterile, disposable, one-time-use needles 
had to be used, but physicians could choose nee-
dle length and diameter. Physicians were instructed 
to achieve de qi if possible and needles were stim-
ulated manually at least once during each session. 
The total number of needles was limited to 25−30 
per treatment including ear needles (mostly four 
needles).
All patients were allowed to treat acute intol-
erable pain as needed. Patients were informed with 
respect to acupuncture and CA in the study as fol-
lows, “In this study, different types of acupuncture 
will be compared. One type is traditional acupunc-
ture treatment. The other type adds ear therapy.”
2.7. Experimental groups
2.7.1. Ear therapy
Auricular therapy is a therapeutic system that ena-
bles the detection and treatment of energetic and 
pathological disturbance, on both the somatic and 
psychological level, on the human ear [16,18]. The 
Table 2 Defined point selection algorithms
Acupuncture category Points
Obligatory points Four points among KFEA
Selection according to
 the painful area
 Ah-Shi 0−4 Ah-Shi points
Regions of the head
 according to channels
 1. Shao Yang (TW-GB) GB8, 14, 20, TaiYang, 
  TW5, GB41
 2. Yang Ming (LI-ST) ST8, YinTang, GV23, 
  LI4, ST44
 3. Tai Yang (SI-BL) BL2, 10, 60, GV14, 
  16, SI3, LU7
 4. Jue Yin (PC-LR) GV20, Sishencong, 
  LR3, PC6
Internal level syndrome
 1. Liver qi stagnation LR3, BL18, GB34, CV17
 2. Liver Yang rising LR3, GB34, 41
 3. Liver fire rising LR2, GB38, 41, ST44
 4. Phlegm retention ST40, CV12, BL20, SP3, 9
 5.  Spleen qi deficiency ST36, SP6, CV6
 6.  Liver blood deficiency SP10, LR8, CV14
 7.  Kidney Yin deficiency CV4, KI7, SP6
 8.  Kidney Yang deficiency KI3, BL23
Symptom points
 1.  Neck and cervical GB21
spine
 2. Nausea PC6
 3. Muscular tension GB34
KFEA = Korean Five Element Acupuncture.
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topography of the auricle was described by Dr. Paul 
Nogier of France in 1957, the result of which is the 
familiar image of the inverted embryo which serves 
as a mnemonic aid for orientation on the ear. Nogier’s 
knowledge also reached China where his publications 
stimulated extensive and intensive research. Both 
forms, the so-called Chinese ear acupuncture and 
the auriculotherapy of Nogier, have much in common, 
although on occasion the localization of points may 
differ. Nowadays, the sensible objective is to inte-
grate any confirmed knowledge from both schools 
of thought under one roof and to use it for the 
benefit of the patients [10].
Nogier later introduced the more elaborate 
3-phase auricular acupuncture microsystem and, 
more recently, Solimann and Bryan have intensively 
studied 3-phase auriculotherapy [16,17].
The image of the embryo exhibits a distinct sim-
ilarity to the somatotopic representation on the ce-
rebral cortex proposed by Penfield and Rasmussen, 
which depicts a disproportionate representation of 
the head and hand [10]; thus, Dr. Fossion has stud-
ied auriculotherapy based on Penfield’s represen-
tation since 2008.
2.7.2.  Clinical trial protocols for headache, 
migraine, and neuralgia in 
auriculotherapy [23-27]
2.7.2.1. Cardinal points
The treatment points for headache, migraine, and 
neuralgia consist of cardinal and auxiliary points 
among which we select three cardinal and one 
or two supplementary points. The first point is 
selected between the master point of the head 
(No.1) and the master point of allodynia (No.2). 
The first No.1 point is located on the bulbar tail of 
the helix. This point can be interchanged with the 
master point of allodynia (No.2) in extreme circum-
stances of desperation only. The allodynia point 
represents the lateral nucleus cuneatus receiving 
any information from the head and being polymo-
dal for pain, touch (main nucleus proprius NV), and 
perhaps reflexology. We use the allodynia point if 
migraine and neuralgia becomes unbearable or if the 
patient feels suicidal and medication, e.g., those 
from the “triptan” group, is no longer available.
The second point is the nausea-sickness point 
(No.3) on both sides of the ear which is secondary 
somatosensory, and it is located on the midpoint of 
the auditory line which horizontally stretches be-
tween the caudal edge of the intertragic notch and 
the lower part of the helix (Figure 1).
The third point could be selected between the 
antitragus (No.4) or the central point (No.5). The 
antitragus point is advised if the patient indicates 
the intensity of pain to be 5−7 on a subjective VAS 
while the central point would be used if the pain 
was from 8 to 10. The real central point (eye point 
of Nogier) is certainly indicated when visual aura 
is pres ent in migraine, even when the VAS is less 
than 8.
2.7.2.2. Supplementary points
The cervical pain-extension point (C2) could be se-
lected in irradiation to the cervical region during 
headache, migraine, or neuralgia and is located on 
the upper part of the master point of the head. In 
fact we advise use of this point in cases of desper-
ate pain where we have both bulbar tail points, the 
allodynic point, and the cervical irradiation point, 
which also influences the spinal nucleus (general 
headache point) via the tractus of Lissauer. We 
think the whole area on the bulbar tail in between 
C2 and the allodynic point is influenced.
The nausea-sickness point could be added bilat-
erally and presumably involves the ingestive nucleus 
ambiguus and retro-ambiguus directly, whereas the 
interoceptive point does not. The interoceptive point 
could perhaps be of influence on the vestibular 
feeling, so, we advise this point in vertigo as well 
regardless if there is headache or not.
The pulsatile point is used in cases of pulsatile 
pain, so this would be an important point in the 
treatment of migraine.
2.7.2.3. Unilaterality versus bilaterality
If headache, migraine, or TN is one-sided, we use the 
same side of the ear and the point for general head-
ache, which influences the spinal nucleus of N.V. 
(for pain and temperature). This occurs regardless 
of other characteristics like pulsatility, irradiation 
to the neck, or nausea-sickness. We suggest Liver 
3 + Large Intestine 4 might be a good combination 
as it covers, for example, Liver stagnation.
If however the headache is frontal, medial, and 
paramedial (so bilateral), the general pain point for 
the head, also bilateral, could be used. One should 
look for digestive Stomach-Large Intestine involve-
ment or Phlegm in the Stomach.
If the headache is pulsatile, typically on the 
temples, we consider this type to be migraine or a 
sign of Fire in traditional Chinese medicine (TCM). 
Usually this headache is one-sided, so the general 
pain point of the head and the (anti-)pulsatile point 
are used. In TCM we should look for yellow-green 
discoloration in the hairless corner of the temple 
skin. This would indicate underlying chronic Wind. 
Personally when there is such a discoloration, I use 
Gallbladder 41 and Triple Burner 5 (Phlegm-Fire-
Wind).
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The pulsatile point is not only vascular in pain 
cases but works marvelously when there is inflam-
mation with rubor-dolor-calor-tumor anywhere in 
the body. So this indication is much more general, 
and not for headache alone, but also for cardiovas-
cular excitation. In TCM you could use the point for 
full Fire, deficient Fire from Yin deficiency and, as 
in migraine, for rising Yang. In deficient Fire it is 
helpful for hot palms and soles (5 hearts). It may be 
used bilaterally if need be if the cardiovascular ere-
thism is localized or generalized.
One reason why we always use the interoceptive 
point bilaterally is that if migraine is consecutively 
moving from side to side (anamnestically), that mi-
graine should be prevented from changing to the 
other side after unilateral treatment. This point 
should influence the secondary somatosensory cortex 
(S II), the part which is recording pain [28]. This part 
is always activated bilaterally in cases of migraine 
on fMRI. To extinguish this bilateral activation we 
need to treat symptoms bilaterally.
If there is nausea-vomiting-general sickness the 
corresponding point should also be employed bilat-
erally because, although the nucleus of the tractus 
solitarii might be unilaterally involved, the area 
postrema (bridging both nuclei on the midline) could 
have bilateral influence. Therefore, to extinguish 
the area postrema, we use this point bilaterally. 
Additionally, this point might be of clinical impor-
tance in postanesthetic nausea-vomiting in the 
recovery ward as it resembles Pc 6.
The central point of Nogier is certainly indicated 
as soon as visual aura is involved. We propose that 
this point would correlate with the Brodmann area 
V3a. Our new antalgic point lies slightly more latero-
inferior of the central point of Nogier, representing 
the associational parieto-occipito-parietal cortex-
junction (inferior parietal lobe).
2.7.3.  Number of sessions, intervals and 
needles
2.7.3.1. Sessions
In Belgium we have a system of social security 
where patients pay the doctors, the doctors give 
the receipt to the patients’ mutuality which then 
partially refunds the patients. In the case of acu-
puncture, the refund is limited to five sessions a year 
per person. So we limited the number of sessions, 
as much as possible, to five sessions.
2.7.3.2. Interval
In recent headaches, we scheduled two sessions in 
the first week. The following three sessions were at 
a 1-week interval, the last session could even be 
after a fortnight. But, this rule was often altered 
according to the state of the (remaining) needles.
In chronic cases, we were careful, for psycho-
logical reasons, to follow the patient closely, since 
desperation or even suicidal tendencies should be 
– Cervical pain-extension
1) Master point of the head
2) Master point of allodynia
– Pulsatile point
4) General headache point
– Nausea-sickness point
 use bilaterally
3) Interoceptive pain point:
 use bilaterally!
5) Pain anticipation point + aura point
– Please use 4 points at maximum for one ear each session: 3 red points + 1 blue point. 
– Choose one of 1) or 2) and one of 4) and 5) but use 3) always.
– Add one of the three blue ones, according to the main accompanying complaint.
– Only use a point when tender (i.e., painful) when palpated, so there might be less than 
 4 points during a session.
– Register: gender, age, onset and duration of headache, aggravating context.
– 5 sessions in a row: 3 every week, 2 fortnights
Figure 1 The five cardinal points in red font and the three auxiliary points in blue font.
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prevented. In these longstanding cases of exhausted 
patients, I either prefer to see the patient again 
within the same week to avoid an abandoned feeling, 
even if I do not put in new needles, or I ask them to 
phone me so I have some contact which allows an 
estimate of his/her psychological status.
2.7.3.3. Ear needles
We use semi permanent needles which fall out by 
painless and non-inflammatory dermatologic repul-
sion. If inflammation around a needle does occur, we 
advise the patient to take it out with a finger nail 
(e.g., of the middle finger), while stabilizing the ear 
with the thumb on the posterior side. In our expe-
rience, the needle falls out rapidly if the pathology 
is recent (within 3 days) and stays in for a long time 
if the pathology is chronic. This could take up to 
3 weeks. So session intervals can be dictated by the 
rate of needle fall out, as it is not possible to put 
a needle on top of a remaining one.
2.7.4. Follow-up
2.7.4.1. Psychological effect
Making too many promises of success during con-
sultations is avoided because if the treatment does 
not succeed, the patient may feel even more des-
perate, disappointed, or even betrayed. We do ex-
plicitly state that we are concerned about the 
patient’s suffering and we express commitment to 
try and make efforts to render the situation hu-
manly tolerable. We ask the patient if they would be 
pleased if we try to reduce his pain by 50% at the 
most. If we do not succeed, the patient is not feel-
ing betrayed given our the efforts, and if the re-
duction is more than 50%, the patient feels very 
grateful. We do not wait too long before starting 
some medication. We use a combination of indo-
methacin and propranolol, to be reduced according 
the success of the therapy.
2.7.4.2. Use of ear press needles
Whether we use either semi-permanent ear needles 
or press needles, the result should be identical. 
According to the urgency, it would be preferable 
to have two sessions the first week just to follow 
the patient closely. If the headache is not too strong 
(outside the hospital or for ambulant patients), 
the first interval between sessions may be a week. 
The only difference when using ear press needles 
would be that they cannot be used as point searcher 
devices like semi permanent needles. So a sup-
plementary point searcher is needed for detection 
before application of the needle. In practice, we 
will always find at least three cardinal points as 
indicated on the Figure, but in principal only sensi-
ble points on palpation are to be used because we 
think they are detecting partially depolarized neu-
rons in a somatotopic zone of the central nervous 
system. The partial depolarization is due to current 
or chronic pathology, given that neurons are mem-
ory cells. Pathology could be defined as failed ex-
tinction and treatment seen as the reset or erase 
function.
2.7.5.  Proposal for points following 
combinations in the (3 + 1) 
formula
2.7.5.1.  Always use three cardinal 
headache points
The interoceptive point is always used and is al-
ways bilateral, all others are unilateral. The master 
(No.1) headache point is preferred to the allodynia 
point (No.2) which is used in a desperate patient 
and only unilaterally.
2.7.5.2.  Two supplementary points are 
optional
The points are chosen between the anti-tragus 
point (5−7/10) or the central point (8−10/10) ac-
cording to pain intensity. The central point is pre-
ferred in cases of visual aura regardless of intensity; 
LR3 and LI4 could be associated points in these 
cases.
2.7.6. Ear treatment of Ahn
Ear treatment adds four or five ear needles among 
the above-mentioned Fossion’s points depending 
upon symptoms in addition to TA.
2.7.6.1. Needles
Press needles are used instead of semi-permanent 
needles which are mostly used in Europe and the 
United States because they could not be obtained 
in Korea.
2.7.6.2. Duration
Patients are recommended to keep ear needles in-
tact if possible until they fall out by themselves or 
for at least one day if intolerable to the degree of 
sleeplessness due to ear discomfort.
Ear acupoints can be selected among methods 
such as Nogier, China, 3-phase, and Fossion but pref-
erably points based on Penfield’s theory (Fossion’s 
point).
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2.8. Outcome measures
Our main objective is to compare clinical results of 
TA to CA which consists of TA and EA, as well as to 
study the efficacy of acupuncture on headache, mi-
graine, TN, and RAP in Bell’s palsy along with know-
ing the effective number of treatment sessions of 
acupuncture.
2.8.1. Statistical analysis
General characteristics of patients in the two groups 
(mean ± SD) was analyzed using a Chi-squared test, 
t test, and Fisher’s exact test. Change in VAS be-
fore and after treatment was analyzed using a t test. 
Change in VAS according to disease was analyzed 
by analysis of variance and Duncan test for post-
mortem. Comparison of groups of headache was 
analyzed using a paired t test. Significance was as-
sumed to be at the p < 0.05 level. All statistics were 
performed using SPSS version 11 (SPSS Inc., Chicago, 
IL, USA).
3. Results
3.1. Baseline data
The two groups seemed to be similar in baseline 
data such as age, gender, onset, and previous treat-
ment (Table 3). Stress was a major aggravating 
factor. Headache was the main complaint in most 
patients. Headache included tension-type headache 
and migraine.
3.2.  Variation depending on lapse of 
treatment
No significant difference in pain alleviation (p = 
0.968) was observed between the two groups, but 
both groups showed a pain reduction tendency 
(Table 4).
3.3.  Variation in pain alleviation depending 
on disease
Acupuncture was significantly effective after the 
fifth and sixth sessions (p = 0.021, p = 0.025). Treat-
ment of headache with acupuncture was more sig-
nificantly effective compared with other diseases 
(F = 4.399, p = 0.018). Headache includes tension-
type headache and migraine (Table 5).
3.4. Comparison of groups (up to 12 sessions)
Some patients who did not obtain satisfactory re-
sults opted to be treated for up to 12 sessions. Nine 
of the 15 patients from the control group were 
treated up to12 times. Three patients were com-
pletely relieved of pain and three patients dropped 
out of the study. By contrast, 6 out of the 34 pa-
tients from the experimental group were treated 
up to 12 times because 13 patients were com-
pletely relieved of pain and 15 patients dropped out. 
Table 3 Baseline data
 TA group CA group χ2/t p
Mean age (yr) 53.67 ± 10.95 55.53 ± 11.48 −0.531 0.598
Gender
   Male (%) 3 (20) 6 (17.6) 0.038* 0.846
   Female (%) 12 (80) 28 (82.4)  
Onset (mo) 23.40 ± 41.83 25.29 ± 49.69 −0.129 0.898
   Headache 45.00 ± 55.21 23.75 ± 37.04
   RAP 4.67 ± 3.21 7.80 ± 6.90
   TN 4.40 ± 3.97 50.20 ± 106.12
Aggravating factor
   Fatigue 2 (13.3) 10 (29.4) 1.01* 0.348
   Stress 10 (66.7) 21 (61.8)
   Emotion 3 (20.0) 3 (8.8)
Pervious treatment
   Medication 7 (46.7) 7 (20.6) 3.468 0.066
   Medication + acupuncture 8 (533) 27 (79.4)
Type of pain
   Headache 7 (46.7) 24 (70.6) 2.890 0.236
   RAP 3 (20.0) 5 (14.7)
   TN 5 (33.3) 5 (14.7)
*Fisher exact test. TA = traditional acupuncture; CA = combined acupuncture; TN = trigeminal neuralgia; RAP = retro-auricular pain.
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The reason for the high rate of drop out seems to be 
due to a poorly designed trial. Broadly speaking, 
pain was reduced after the 10th or 11th session so 
the minimum number of sessions of acupuncture 
needed for pain relief should be set at no less than 
10, but more trials are required to confirm this 
number (Table 6).
4. Discussion
4.1. Western medicine perspective
Headache and trigeminal neuralgia are mostly due 
to disturbances in the trigeminal nerve. Trigeminal 
neuralgia is due to microvascular compression of 
the trigeminal nerve root. RAP was not included in 
this at first but was considered a category of head-
ache on the basis that the facial nerve and its en-
sheathing connective tissue are derivatives of the 
second branchial arch of the trigeminocervical nu-
clear complex (7) and that RAP belongs to a category 
of ShaoYang.
Yun-tao Ma et al [29] proposed that acupunc-
ture helps to relieve cluster headaches by similar 
means as treating tension headaches. Tension head-
ache responds well to acupuncture treatments and 
a comprehensive approach is needed when treating 
patients with migraine pain. This group used an in-
traneuromuscular acupuncture system which con-
sists of homeostatic, symptomatic, and paravertebral 
acupoints.
Many trials exist covering on headache and mi-
graine. Sun and Gan [30] showed that acupuncture 
is superior to sham acupuncture and medication in 
improving headache intensity, frequency, and re-
sponse rate. Ebneshahidi et al [31] suggested that 
laser acupuncture may be an effective treatment 
for chronic tension-type headache but results need 
to be confirmed in larger and more rigorous trials. 
Melchart et al [32] asserted that acupuncture in-
tervention was more effective than no treatment 
but not significantly more effective than minimal 
acupuncture for the treatment of tension-type head-
ache which covered 12 sessions per patient over 
8 weeks.
Li et al [33] explained that the effectiveness of 
acupuncture on migraine may be due to using acu-
points of different meridians or different acupoints 
of one meridian in 20 sessions per patient over 20 
weeks. Linde et al [34] concluded acupuncture was 
Table 4  Variation in pain alleviation depending on 
lapse of treatment
Treatment TA (n = 15) CA (n = 34) t p
1st 5.93 ± 1.38 5.76 ± 1.30  0.409 0.684
2nd 5.13 ± 1.69 5.07 ± 1.23  0.124 0.902
3rd 4.66 ± 1.56 4.35 ± 1.30  0.724 0.473
4th 3.76 ± 1.49 3.69 ± 1.30  0.156 0.877
5th 3.42 ± 1.47  3.1 ± 1.60  0.630 0.532
6th 2.77 ± 1.70 2.59 ± 1.74  0.351 0.727
Difference 3.16 ± 1.69 3.18 ± 1.46 −0.041 0.968
TA = traditional acupuncture; CA = combined acupuncture.
Table 5 Variation in pain alleviation depending on disease
Treatment Headache (a, n = 31) TN (b, n = 8) RAP (c, n = 10) F p
1st 5.77 ± 1.23 5.75 ± 1.75 6.10 ± 1.33 0.119 0.888
2nd 4.93 ± 1.36 4.94 ± 1.61 5.70 ± 1.16 1.257 0.294
3rd 4.19 ± 1.30 4.56 ± 1.40 5.15 ± 1.45 1.967 0.151
4th 3.44 ± 1.22 4.03 ± 1.63 4.30 ± 1.40 1.831 0.172
5th 2.75 ± 1.44 3.85 ± 1.75 4.11 ± 1.28 4.201 0.021 a > b, c
6th 2.15 ± 1.65 3.50 ± 2.00 3.50 ± 1.05 4.022 0.025 a > b, c
Difference 3.63 ± 1.50 2.25 ± 1.28 2.50 ± 1.52 4.399 0.018
TN = trigeminal neuralgia; RAP = retro-auricular pain.
Table 6  Comparison of groups following up to 12 
sessions
Treatment TA CA t p
1st 5.93 ± 1.38 5.76 ± 1.30 0.409 0.684
2nd 5.13 ± 1.69 5.07 ± 1.23 0.124 0.902
3rd 4.66 ± 1.56 4.35 ± 1.30 0.724 0.473
4th 3.76 ± 1.49 3.69 ± 1.30 0.156 0.877
5th 3.42 ± 1.47  3.1 ± 1.60 0.630 0.532
6th 2.77 ± 1.70 2.59 ± 1.74 0.351 0.727
7th 2.77 ± 1.67 2.32 ± 1.71 0.778 0.441
8th 2.37 ± 1.62 1.83 ± 1.68 0.980 0.333
9th 2.06 ± 1.80 2.05 ± 1.72 0.009 0.993
10th 1.67 ± 1.65 1.62 ± 1.85 0.068 0.946
11th 2.23 ± 2.14 1.57 ± 1.18 0.480 0.447
12th 1.93 ± 1.93 1.53 ± 1.18 0.512 0.615
TA = traditional acupuncture; CA = combined acupuncture.
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no more effective than sham acupuncture in reduc-
ing migraine headache although both interventions 
were more effective than waiting list controls in 
12 sessions over 8 weeks.
Molsberger et al [5] guaranteed a high external 
validity for results in the German Acupuncture Trials 
that will help determine the significance of Chinese 
acupuncture in the context of Western medicine 
for the treatment of migraine and tension-type head-
ache. This study determined that all patients re-
ceive 10 acupuncture treatments over 6 weeks.
Melchart et al [35,36] reviewed that overall, the 
existing evidence supports the value of acupuncture 
for the treatment of idiopathic headaches, but the 
quality and amount of evidence is not fully con-
vincing. This group also noted the urgent need for 
well-planned, large-scale studies to assess the ef-
fectiveness and cost-effectiveness of acupuncture 
under real-life conditions.
Zhong [37] reported that acupuncture at points 
of the liver and gallbladder meridians for treatment 
of migraine is safe, effective, and with stable long-
term therapeutic effects following daily treatment 
over five consecutive sessions and 2 days rest a 
week, for 4 weeks.
Griggs and Jensen [38] concluded large, high 
quality, randomized controlled trials of acupunc-
ture for migraine are needed. Conversely, Sant’Ana 
[39−41] proposes that individual follow-up would 
be more relevant to assess the evolution of a treat-
ment, having the patient as its own control. This 
might be achieved through the application of the 
fractal dimension (FD) to the EEG records, which 
allows comparison of different phases and stages of 
individual treatment, provided by numerical, and 
therefore objective, information.
Linde et al [42] suggested acupuncture is at least 
as effective as, or possibly more effective than, pro-
phylactic drug treatment and has fewer adverse 
effects, and so acupuncture should be considered 
a treatment option for patients willing to undergo 
this treatment.
Usichenko et al [43] demonstrated auricular acu-
puncture could be used to reduce postoperative 
analgesic requirements.
Zhang et al [44] reported that a combined re-
gime of auricular-plaster and body acupuncture 
ameliorates not only the main signs but also some 
indexes of vertebrobasilar hemokinetics and he-
morheology in therapy for cervical spondylosis of 
the vertebral artery type, both in Malaysia and in 
China. Two sessions a week on the ear, three ses-
sions a week body acupuncture, 2 weeks of one 
treatment, and after a week’s rest, one more treat-
ment was performed. An expectation of more effi-
cacy if applying combined methods of body and ear 
acupuncture in any diseases may not be the case 
as Zhang’s paper [44] only dealt with cervical 
spondylosis.
Davis et al [45] suggested that acupuncture com-
pared with sham for tension-type headache had 
limited efficacy for the reduction of headache fre-
quency. More research is needed to investigate the 
specific treatment of tension-type headache sub-
types. Vas et al [46] proposed a study protocol for a 
pragmatic randomized controlled trial in general 
practice investigating the effectiveness of acupunc-
ture against migraine. This design took onto account 
the difference in the number of days with migraine 
among the three groups, between the baseline pe-
riod (the 4 weeks prior to the start of treatment), 
and the period from weeks 9 to 12 of the study. 
Index of laterality was also recorded and the per-
centage of change in the mean count per pixel in 
each region of interest measured by brain perfusion 
tomography was performed on a subsample of pa-
tients within the real and sham acupuncture groups 
in an eight treatment sessions, once a week-study 
protocol.
Elorriage et al [47] recommended that all areas 
of clinical acupuncture research need to be reviewed 
in a similar manner. The reporting of important clin-
ical details and proper discussion of the validity, 
reliability, and clinical significance of the outcome 
measures used in each trial should also be achieved 
using a standard method. Only then can this research 
be used to generate meaningful evidence-based 
recommendations for the contemporary practice 
of acupuncture.
We suppose that the proper number of acu-
puncture sessions should be no less than 10 and 
sessions may be extended from 10 to 15 only in 
patients with partially successful treatment. Twenty 
sessions are sometimes recommended, but the last-
ing effects of acupuncture treatment need to be 
followed over two months after finishing planned 
treatment.
The effect of acupuncture on headache was 
shown by far to be the most effective and worth-
while treatment when compared with TN and RAP 
in facial palsy in this study. TN is mostly due to 
microvascular compression of the trigeminal nerve 
root so the effect of acupuncture may be limited. 
Maurice [21] demonstrated that about 80% of pa-
tients with Bell’s palsy recover within several weeks 
or months, and recovery in incomplete cases may 
take as long as 2 years. Ahn et al [48,49] concluded 
that the RAP in facial palsy is a very important symp-
tom because it is very refractory to management 
and may delay recovery. Acupuncture treatment is 
not as effective as expected in RAP. In the future, 
trials comparing TA to CA in Bell’s palsy need to 
be conducted, although studies have shown that 
acupuncture treatment combined with Western 
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medicine may have more effect than acupuncture 
treatment alone.
We propose the introduction of Sant’Ana’s FD ap-
plied to EEG method [39,40] to verify the effects of 
acupuncture in pain suffering, as no scientific as-
sessment tools were used in this study to verify the 
effects of acupuncture. Sant’Ana [41] has been study-
ing the effects of ear acupuncture by interpreting 
the fractal aspects of EEG on headache and migraine 
since 2008, which is an original approach in assess-
ing the results of ear treatment.
4.2. Oriental medicine perspective
There are many acupuncture treatments for head-
ache, TN, and RAP in facial palsy but the following 
three authors were selected because they are from 
Europe and their books are written in English.
Stux and Pomeranz [1] have divided headache 
into four categories. The Yang channel, Tai Yang, 
which manifests itself as pain along the urinary blad-
der channel; Shao Yang, which manifests itself as 
pain along the gallbladder channel; and Yang Ming, 
which manifests itself as pain in the area of the 
temple. A category of Yin channel is also included in 
these divisions, JueYin, which manifests itself as pain 
in the area of vertex GV20 from the meridians af-
fected. Acupoints such as GV20, GB14, 20 and 41, 
LI4, TE5 are used in Shao Yang. GB4, ST8, 36 and 44, 
LI4, and 11 are used in Yang Ming, while BL2.10, 60, 
and 67, SI3, LI4 are used in Tai Yang. LI4, LR2, and 3, 
GB34, GV20, and Ex-HN1 are used in JueYin. These 
authors diagnosed TN due to disturbances of the 
liver and stomach energy.
Ross [2] has divided headaches into four cate-
gories: Exterior, Interior Excess, Interior Deficiency, 
and Interior Excess and Deficiency. He further sub-
divided Exterior into Wind Cold, and Wind Cold and 
Interior Deficiency, or Stagnation and Interior Excess 
into Hyperactive Liver Yang and Stagnant Liver Qi, 
Liver-Gallbladder Fire, Retention of Phlegm Damp, 
Stomach Fire and Heart Fire. Interior Deficiency 
was subdivided into Deficient Kidney Qi, Deficient 
Spleen Qi and Deficient Blood, and Interior Excess 
and Deficiency into Deficient Kidney Yin and Hy-
peractive Liver Yang and Fire, Deficient Kidney Qi 
and Hyperactive Liver Yang, Deficient Spleen Qi and 
Hyperactive Liver Yang, Deficient Spleen Qi and 
Retention of Phlegm, and Stagnant Blood following 
trauma. He prescribed acupoints such as LU7, LI4, 
GV14−15, BL10−11, 62 and 64, SI3, GB14, 20−21, 
and 41, ST2−3, 21, 36, 40, and 44, KI1, and 6−7.
Maciocia [3] distinguished headache according 
to onset, time, location, character of pain, and con-
dition. In correlating with location, headaches are 
further divided into four categories where the nape 
of the neck represents Greater Yang channels, the 
forehead as Bright Yang channels, the temples and 
sides of the head as Lesser Yang channels, and the 
vertex as Terminal Yin channels. He described TN as 
Liver-Fire with Liver and Kidney-Yin deficiency. In 
treatment, he applied acupoints such as ST28, ST25, 
37, 43 and 44, SP4, 6 and 15, LU7, BL22, 39 and 64, 
LI4 and 11, PE3, LR3 and PC6.
The theories of Ross and Maciocia [1] seem to be 
very difficult to grasp and their acupuncture treat-
ments are also too subdivided to apply. Therefore, 
we propose that the channel pathways explained 
by Gabriel in regards to headache be adopted. 
Furthermore, in relation to treatment, Five Element 
Theory should be used as a root obligation and in-
dividual points as branch options. Five Element 
Acupuncture can be used in the three categories of 
the Yang channel, TaiYang, ShaoYang, and YangMing, 
as well as the Yin channel, JieYin, in headache. To-
gether with TN into the YangMing channel and RAP 
into the ShaoYang channel, meridian diagnoses can 
be obtained while individual points can be chosen 
in accordance with symptoms and etiology. All the 
acupoints should generate de qi.
More studies and guidelines are definitely re-
quired for TN and RAP with regard to diagnosis, acu-
puncture treatment, and stimulation methods.
4.3.  Why no difference between control 
and experimental groups
Fossion [50] suggested that subnucleus reticularis 
dorsalis (SRD) is the most probable common sub-
strate that could explain diffuse noxious inhibitory 
control analgesia in somatic, as well as in ear acu-
puncture, by heterotopic inhibition. If SRD could be 
saturated by one needling method (e.g., somatic 
acupuncture), a second needling method (e.g., au-
riculotherapy) would become residually redundant. 
Also, Fossion drew the conclusion that the SRD, in-
creasing segmental contrast, could explain the de qi 
needling sensation through prioritization and since 
the SRD shows facial somatopy, specificity of acu-
points as defined by their precise localization regains 
credit, at least on a facial level.
By contrast, showing both treatments are equiv-
alent, in some way confirms that a common path 
to subcortical and cortical levels is an acceptable 
supposition. In this sense, a trial comparing TA and 
EA instead of CA might be more elucidative. Such a 
trial is still to be performed. Furthermore, verifi-
cation of this theory on the basis of neuroscience 
and more clinical trials needs to occur.
4.4. Strengths and limitations
In this trial, CA was no more effective than TA 
in reducing headache, TN, and RAP in facial palsy, 
Traditional vs. combined acupuncture for pain in facial palsy 41
although both interventions were effective. Our study 
is, to date, the first trial of CA treatment which 
consists of TA and EA.
The advantage to this study is that it demon-
strates that acupuncture, whether traditional or 
combined, has efficacy on headache, migraine, TN, 
and RAP in facial palsy although there is no signifi-
cant difference between the two treatments. Treat-
ment was most effective on the 10th day in TA and on 
the 11th day in CA. These findings may suggest new 
ways of treating the above-mentioned diseases.
This trial has many limitations and defects such 
as guidelines for diseases, lack of assessment for 
ailments, lack of patients, and a lack of an experi-
mental group (ear acupuncture). These limitations 
occurred because this pilot study is not well de-
signed and was used for the comparison of TA with 
CA. The number of patients in each group should be 
larger than 25 patients [51], though there is the 
group which has 120 patients [33].
Drop out rates in our study, particularly from the 
CA group, were higher compared with other mi-
graine prevention trials. This was probably due to 
poor design of the trial.
In subjectively assessing the intensity of pain, 
VAS is mainly used but may not be enough for mea-
surement. Another tool to assess pain is therefore 
needed. Kim et al [52] reviewed eight headache as-
sessment scales in detail, such as Migraine-Specific 
Quality of Life Questionnaire (MQoLQ), Migraine-
Specific Quality of Life (MSQOL), Migraine-Specific 
Quality of Life Questionnaire (MSQ), The Headache 
Impact Questionnaire (HImQ), Headache Needs As-
sessment Survey (HANA), Henry Ford Headache dis-
ability Inventory (HDI), Migraine Disability Assessment 
Scale (MIDAS), and the Headache Impact Test (HIT-
6). In assessing the quality of life of migraine pa-
tients, MQoLQ can be used to measure the change 
within 24 hours. MSO and MSQOL can be used to 
measure the change during a relatively longer pe-
riod of time. The frequency and discomfort level of 
headache can be easily measured by HANA. HImQ 
can be used to measure the intensity of headache 
and the influence on normal daily activities. HDI can 
measure the emotional difficulties of headache pa-
tients. HIT-6 and MIDAS make measurement possible 
in a short period of time and the reliability and va-
lidity have been verified numerous times. HIT-6 and 
MIDAS are the most frequently used measurement 
tools because they are simple and easy for both the 
assessor and the patient to understand and use.
In objectively assessing the intensity of pain, no 
tools presently exist but if the fractal analysis of EEG 
assessment is applied before and after acupuncture 
treatment, as proposed by Dr. Antonio Sant’Ana of 
Brazil, we can not only assess the intensity of pain 
but also investigate the effects of acupuncture.
We propose that both HIT-6 and MIDAS scales be 
adopted in headache trials as well as fractal EEG 
assessment in pain diseases. Though there are many 
papers on the efficacy of acupuncture, it is rare to 
find publications on its lasting effects; therefore, 
further studies into this area of TCM need to be 
undertaken.
5. Conclusions
In our pilot-study for comparison of TA with CA in 
diseases such as headache, TN, and RAP in facial 
palsy, the results are as follows: (1) Acupuncture 
treatment, whether TA or CA, was associated with 
a reduction of pain in headache, migraine, TN, and 
RAP in facial palsy, but there is no significant differ-
ence between traditional acupuncture alone and 
combined acupuncture treatment which consists of 
TA and Fossion EA. (2) The acupuncture effect on 
pain alleviation among diseases was significantly dif-
ferent after the fifth and sixth sessions, and the 
effect of acupuncture on headache was the most sig-
nificant compared with other diseases. (3) The min-
imum session number of acupuncture should be set 
at no less than 10 treatments. (4) Prospective, well-
controlled, adequately powered relevant studies 
using multimodal strategies are needed to define 
the role of TA and EA for the management of head-
ache, migraine, TN, and RAP in facial palsy.
In relation to trial protocols for headache, TN, 
and RAP in facial palsy, the following recommenda-
tions resulted:
(1) The HIT-6 and MIDAS scales in headache as 
well as EEG tests in pain diseases should be 
adopted in assessing headache intensity on 
top of VAS.
(2) Three groups should be included in trials: a 
somatic, ear, and combined group.
(3) The number of patients in each group should 
be more than 20.
(4) The proper number of acupuncture treat-
ments should be no less than 10 sessions. 
Further sessions, from 10 to 15, should be re-
served only for patients with partially suc-
cessful treatment.
(5) TA should adopt Five Element Acupuncture as 
root treatment and individual points as branch 
treatment.
(6) Five Element Acupuncture could be applied 
using the three categories of the Yang channel, 
Tai Yang, ShaoYang, and YangMing, as well as 
JueYin, a category of the Yin channel. TN into 
YangMing channel and RAP into ShaoYang chan-
nel, along with headache can help form me-
ridian diagnoses, while individual points can 
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 be chosen in accordance with symptoms and 
etiology.
(7) All points have to elicit de qi.
(8) Ear treatment can be selected from many 
methods such as Nogier, China, 3-Phase but 
preferably points based on Penfield’s theory 
(Fossion’s point) should be used.
(9) The lasting effect of treatment should be 
followed over 2 months.
(10) Guidelines for TN and RAP in facial palsy need 
to be set in regards to diagnosis, acupuncture 
treatment, and stimulation methods.
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